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The aetiology of ulcerative colitis is discussed, together with the problems of specific diagnosis encountered in a population with a high incidence of parasitic infestation and infective diarrhoea.
It is considered that the sparseness of reports and apparent rarity of this disease in the Bantu may reflect a failure of detection rather than a true infrequent occurrence. The natural incidence of the disease may be on the increase.
Ulcerative colitis has long been considered a rare condition in the Bantu (Negro) population. The infrequency of this disease in tropical and subtropical Africa was commented upon in a geographical survey conducted in 1962 (British Medical Journal, Editorial, 1962 Laboratory investigations revealed the following: the haemoglobin count was 6-6 g%; the red cells showed hypochromia and target cell formation; the white blood count was 42,000 c/mm, with toxic granulations of the neutrophils and a moderate shift to the left; blood urea 112 mg/100 ml; serum potassium 4.0 m-equiv/l; serum sodium 110 m-equiv/l; serum chlorides 83 m-equiv/l; and CO2 combining power 12 m-equiv/litre. No amoebae were detected on numerous microscopic examinations of the stools.
Because of the local prevalence of amoebic colitis and the rarity of ulcerative colitis in the African a therapeutic trial of metronidazole(800 mg)was begun quite empirically in spite of the lack of any confirmatory evidence for this diagnosis. Supportive therapy and intravenous tetracycline was also given.
Repeated attempts to isolate amoeba during the ensuing week were to no avail, whilst stool and blood cultures were likewise consistently negative. The Widal test for typhoid fever was also negative. Sigmoidoscopy revealed a hyperaemic oedematous and hypertrophied mucosa, which bled easily when touched. Rectal biopsy showed foci of ulceration with chronic inflammation of the mucosa. The histological features were consistent with nonspecific ulcerative colitis.
There was no response to the therapy and the dysentery and severe constitutional signs persisted. Radiology showed a dilated transverse colon, a toxic megacolon ( Fig.) . On electrocardiography there was a marked sinus tachycardia, 100/min, with nonspecific T-wave changes. Metronidazole was stopped and the patient was given 1 grain of dihydroemetine daily, 250 mg chloroquine every six hours, as well as intravenous chloramphenicol (500 mg) every six hours.
No improvement was noted during the following week and she had two episodes of massive rectal haemorrhage which required transfusion and vigorous resuscitation. The marked constitutional features persisted and intensive replacement of intravenous fluid was required. Hypocalcaemia (3-2 m-equiv/l) and hypomagnesaemia (1.1 m-equiv/l) with Examination revealed a moderately obese, distressed middle-aged woman with profound muscular weakness. The abdomen was distended, hypersonant to percussion, with a few, isolated, tinkling bowel sounds. Significant muscular wasting was present, predominantly affecting the face, shoulder, and hip girdle.
The haemoglobin was found to be 12-2 g/100 ml; the white blood count 7,200 c/mm; the blood urea 72 mg/100 ml; serum sodium 135 m-equiv/l; serum potassium 2.7 m-equiv/l; serum chlorides 98 m-equiv/l; CO2 combining power was 15 m-equiv/l; calcium, phosphorus, serum protein, and liver function tests were normal. Radiology of the abdomen showed gross dilatation of the small intestine with numerous fluid levels present.
Sigmoidoscopy to 25 cm again confirmed the presence of oedematous, granular mucosa, and many bleeding sites but no ulcers were seen.
Laparotomy was performed after rehydration and therapy for potassium replacement. A large constricting ring carcinoma of the transverse colon was found with gross dilation of the proximal colon and small bowel. The carcinoma was mobile, with minimal evidence of microscopic adjacent infiltration. No enlarged glands were found. The liver appeared to be normal. After small bowel decompression, a loop ileostomy was performed.
Discussion
There has been little documented evidence of ulcerative colitis existing in subtropical and tropical regions; the disease is considered to be essentially one oftemperate zones (Melrose, 1955) . However, recent reports (Billinghurst, 1964; Pillay, 1964; Powell and Wilmot, 1966; Chuttani, Nigan, Sama, Dhanda, and Gupta, 1967) have suggested that the disease is by no means as uncommon as previously considered, and that the incidence may be on the increase in these regions (Billinghurst and Welchman, 1966) .
Johannesburg is situated at an altitude of 6,000 feet and enjoys an extremely mild, temperate climate. The Bantu population for the most part constitute a recently urbanized group who have been rapidly transformed from a relatively primitive rural society to a pseudo-sophisticated 'western' form of life. Ulcerative colitis in the Bantu has not previously been described in this area in spite of the normal incidence of the disease encountered in the white inhabitants. It would thus appear that there is an ethnic rather than a geographical limiting factor. The Bantu population served by Baragwanath Hospital has a high incidence of parasitic infestation and acute dystentery is a very common occurrence. It may well be that many mild and moderate attacks of ulcerative colitis, both idiopathic and postdysenteric, are undetected amongst the great mass of patients with infective diarrhoea (Billinghurst and Welchman, 1966) . This lack of diagnositic precision in the face of the large number of cases, together with, in general, a poor long-term follow up of the patients, may well explain the past failure to detect ulcerative colitis in the Bantu. On the other hand a genuine increase in the incidence of the disease may well have occurred simultaneously with the rapid social reorientation of the urbanized Bantu population. 'Westernization' has brought with it completely new dietary regimens, as well as significant physical and emotional stress. These drastic environmental changes may be responsible for a true increase in the occurrence of idiopathic ulcerative colitis.
Such consideration must, however, be seen in the light of other recent advances in the pathogenesis of idiopathic ulcerative colitis. The evidence suggests an immunological basis for the diseased colon, probably at a cellular immune level. It is of interest, therefore, that Zoutendyk (personal communication, 1969) has found autoimmune disease to be much less common in the Bantu people.
In neither of our two cases was there any evidence of the typical personality traits, nor was the disorder related to known psychological stress. Both patients consumed the predominant maize diet typical of the urbanized African.
The first case presented as an acute, fulminating ulcerative colitis of undetermined aetiology, in which numerous attempts (stool microscopy, and mucosal histology) to isolate the amoebae, both during life and at necropsy,were negative. It is not possible to state emphatically that amoebiasis can be completely excluded since the amoebic agar gel diffusion test was not done. However, amoebae are almost invariably found in the acute phase. The absence of amoebae in acute life-threatening colitis should alert one to the possibility of idiopathic ulcerative colitis irrespective of the population group concerned. It is nevertheless clear that fulminant, life-threatening ulcerative colitis with toxic dilatation of the colon and massive rectal haemorrhage does occur in the Bantu, and treatment should, during the acute phase, follow the same principles as outlined for the idiopathic variety (Truelove, 1968; Goligher, 1968) .
The second case had a chronic continuous course, quite closely simulating the presentation of chronic idiopathic ulcerative colitis. The negative finding of the amoebic agar-gel diffusion test at a late stage is of no value in excluding the diagnosis of an initial amoebic colitis. However, the extremely protracted course followed by this patient does not resemble the postdysenteric variety, which tends to improve with time. Furthermore, the development of a carcinoma of the colon after 23 years of disease is not unexpected and has not been seen to develop in the postdysenteric variety of colitis (Powell and Wilmot, 1966) . It is thus evident that although ulcerative colitis has in the past appeared to be rare in the African, evidence is now accumulating of a not infrequent occurrence both in its mild and severe form.
